We aimed to describe some key features of diabetes care carried out in primary care settings in Northern Ireland using a descriptive postal questionnaire survey sent to every general practice in Northern Ireland. 252 (70%) of practices responded. Of these 92% of practices have active registers of people with diabetes, identifying 1.9 % of their population as having diabetes and 85 % of practices use these registers for call/recall visits. Seventy five per cent of practices held diabetes clinics run by the general practitioner and nurse (63%) or a nurse alone (32%). Only 47% of practices felt they received adequate support from the acute diabetes team; with 29% meeting with them this team regularly and only 19% having a shared care protocol. Overall practices provided most of the routine care for 60% of their diabetic patients. The majority of GPs and practice nurses had received some diabetes education in the previous year. There has been a considerable change in the delivery of routine diabetes care in Northern Ireland. A large proportion of diabetes care now takes place in the community, much of it delivered by practice nurses. The organisational infrastructure necessary for the delivery of care is in place. Many practices have special interest in diabetes but the survey highlights a need for better communication and cooperation with secondary care. General practitioners recognise their educational needs in diabetes. They should also be aware of their practice nurses' needs, which should be addressed. There should be initiatives to improve the primary-secondary care interface in Northern Ireland.
INTRODUCTION
We report the outcome of a survey of the organisation of diabetes care in general practice in Northern Ireland. This survey follows on from one reported in 1991 in Northern Ireland ' and uses a similar method to a survey undertaken in England and Wales reported in 2000.2 From the previous study undertaken in Northern Ireland we Relationships with secondary care
These are detailed in Table IV . Less than half of the respondents considered that they received adequate support from the acute diabetes team. Only 29% of GPs or their practice nurses meet regularly with a member of an acute diabetes specialist team. The frequency of these contacts is detailed in Table V . Over three quarters of practices do not operate a shared care protocol (79%). Only 19% operate this form of protocol, although there were a number of variations on how it operated. These positive respondents were asked to comment on how this operated. Eighteen percent of these said they 'followed local diabetes shared care guidelines'. Fifteen percent said they were 'sharing with local hospital'. The remainder used England and Wales,2 suggesting that this is the most popular method of delivering care. Role of the practice nurse The study underlined the significance of practice nurses to the delivery of diabetes care in general practice. They were involved in running almost all the clinics either jointly with the GP or alone -32% of GP clinics were run by the nurse alone. This emphasises the importance of providing adequate support for the practice nurses. In the 1988 survey less than one third of practices identified a practice nurse with an interest in diabetes. It is not clear from our survey whether GPs were also carrying out an annual review as recommended by Diabetes UK. Education Given this high percentage of diabetes care being delivered in general practice it is encouraging that most GPs were engaged in further training and recognised the importance of attending diabetes courses. The value of the educational experiences of these courses to the doctors and nurses is unknown and it should be recognised that many will have been supported by the pharmaceutical industry. The fact that most had attended a full day of PGEA -approved activity in the past three years reflects the reasonable provision of such courses in Northern Ireland. This may be also borne out by the fact that the GPs reported less educational activity on contacts. This may reflect the either the relative dispersal of diabetes teams, or the rural nature of general practice in Northern Ireland. They may feel that they can manage without support or they have a low expectation of support from secondary care. Whilst podiatry and dietetics cover both secondary and primary care the respondents felt that they had better support from these. This shows encouraging support from these services locally, with a much higher percentage ofpractices feeling better supported by these services, than secondary care services. Limitations of the study As this was a postal survey, this study could only examine a limited number of aspects of diabetes in general practice. It also did not address the issues of standards of care in general practice.
